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People are AMREPF's guiding principle. 
Whereas fighting disease is important, 
the communities affected by disease are 
Our primary focus. 


Nevertheless, thousands of people 
continue to suffer and die in huge 
numbers in Africa from easily 
preventable causes. 


espite all the attention that has 
een devoted to health in Africa, many 
ountries are still unlikely to meet the 
ealth-related Millennium Development 
oals. 


| 


The major reason for this failure 
has been the tendency to look at 
communities as mere recipients of 
services, instead of first listening 
to the communities. 
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People First 


People are AMREF’s guiding principle. Whereas fighting 
disease is important, the communities affected by disease are 
our primary focus. 

Dr Daraus Bukenya, 

Director for Community Partnering, AMREF 


A lot of investment and focus have been put into improving the 
health of the people of Africa, and particularly into prevention, 
diagnosis and treatment of HIV, as well as care and support of 
people living with the virus. Granted, HIV prevalence in some 
countries is falling, or has at least stabilised. The number of 
people receiving ARVs in sub-Saharan Africa has increased to 
1.68 million, a dramatic increase from the roughly 50,000 people 
on treatment in all of sub-Saharan Africa in 2003. 


Nevertheless, thousands of people continue to suffer and die in 
huge numbers in Africa from easily preventable causes, such as 
poor hygiene, malaria, malnutrition, AIDS and TB; mothers die 
at childbirth every day in large, unacceptable numbers, and 
thousands of children do not live to see their fifth birthdays. 


\d so despite all the attention that has been devoted to health 

Africa, many countries on the continent are still unlikely to 
eet the health-related Millennium Development Goals by 
115. The major reason for this failure has been the tendency 
r health organisations, governments and donors to look at 
immunities as mere recipients of services that are designed 
ithout their involvement, instead of first listening to the 
mMmunities and finding out what their needs and priorities 
e. Well-meaning governments and organisations have gone 
‘communities with interventions that have worked elsewhere 
it do not necessarily meet the local needs, only to have those 
rvices rejected. Hundreds of clinics and health centres have 
2en built, tons of drugs poured into Africa, and millions of 
ollars spent on educating the people on the dos and don'ts, 
st death rates from simply preventable conditions remain high 
1d are increasing in some instances. The huge gap between 
ymmunities and health systems is largely responsible for the 
on-responsive health care practices on the continent, and for 
1e failure to reverse illness and death trends. That gap must be 
osed if Africa is to meet and sustain its health targets. 
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Partnering with 
Communities for 
Better Health 


Many health programmes introduced in Africa in the past 
two decades have been ineffective because the services are 
designed as vertical, single disease entities that do not address 
the holistic needs of communities. As a result, Communities are 
finding alternatives, including self-treatment and increased use 
of traditional forms of health care. While these alternatives may 
not necessarily solve their health problems, the communities 
believe in them because they cater to their concerns in a 
wholesome manner, and are delivered in a caring and receptive 


environment. 


For their needs to be addressed, we should ensure that 
communities are partners at every level of health care planning, 
delivery as well as monitoring and evaluation. According 
to AMREF, “Community partnering is when ownership and 
responsibility for safeguarding the health of communities is 
jointly shared across the spectrum of a health system in which 
communities are an integral part. It therefore demands that the 
community is integral to, and the organising principle of the 
formal health system and that mutual accountability is exercised 
between the different entities in the partnership”. 


jased on our belief that people are the drivers of the health 
ystem, AMREF emphasises the need for communities to work 


ogether in organised groups with common interests to give 
hem a stronger voice. 


nN order to engage with the health system, those communities 
nust be encouraged and empowered to set up structures of 
jovernance and accountability that give them credibility and 
*nable them to effectively engage with other players in the 
ystem. If community assets — intellectual, monetary, human 
apital, energy and time - were pooled, they could be used 
© complement the formal health system's capacity to provide 
vealth care. Health systems must begin to look at communities 
rom a positive perspective and find ways of building on 
esources existing within the communities to improve health. 


[hey must begin to acknowledge that communities can be 
Dartners in health development, and to recognise them as the 
rimary organising principle for health planning and service 
Jelivery. In fact, communities can do a lot for themselves, and 
ll the health systems need to do is play a facilitative role. 


01] Case Study 
Staying the Course: 
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Rose Syombua 


Rose Syombua was born in 1974 to a single parent, and was 
brought up by her grandmother in Kathonzweni Division of 
Makueni District in eastern Kenya. She was married at 23, but 
her husband died in a road accident a few years later, leaving 
her with two children and no source of income. Her in-laws sent 
her packing, but her grandmother refused to take her in. Then 
she met a man who offered her a job, and to marry her as well. 


Rose was soon expecting her third child, but she became very 
ill. “| was vomiting, and | had diarrhoea and skin rashes. | went 
to the clinic for treatment, but | did not get better. Some people 
said | was bewitched. They told me that to get better, the only 
cure would be to take the saliva of an old woman in the village. 
But even this did not work. One day, aVCT mobile outreach clinic 
came to a village near mine. | was tested, and found to be HIV 
positive. They referred me to Makueni District Hospital, where 
| was put on Septrin and multivitamins. | also joined a support 
group in the village but it was a very weak group” 


In February 2005, Rose was put on anti-retrovirals. “They told 
me to go back for more when those ones ran out, but | never 
went back for a refill. | found the drugs too big to swallow and 
too strong for my body. | would vomit every time | took them. 
Besides, the hospital was too far away and | had no money for 
bus fare. My baby passed away in September that year. | lost 
so much weight and became so weak that | stopped going 


» the clinic.” She adds: “When the AMREF Zingatia 
Naisha project came to our village, they spoke to us 
bout the importance of adhering to treatment. | felt 
- was important to go back to the clinic. | received 
dherence counselling and was put back on ARVs 
1 March 2007. My weight was down to 35kgs. Since 
hen, | have been taking my drugs as | should. | take 
hem at 9am and 9pm daily. My health has improved 
jradually and | now weigh 43kgs. | am happy that my 
hildren have all tested negative. | have great hope 
hat | will live long, even long enough to see my 


yrandchildren-’ 


«The project helped to strengthen the village support 
Jroup through training on treatment literacy, stigma 
‘eduction, psychosocial support and setting up of 
referral systems. “Our support group is now very 
affective, and | have benefited so much from being 
a part of it. | am now able to share my experiences 


freely with others in the same situation. | no longer 


feel stigmatised. People with HIV and AIDS have 


started their own support sub-group and we are 


doing very well. We discuss issues affecting us and 


we have really gained fr 
and from the support of th 
|am strong;!doalot of thin 


om sharing our experiences | 


e health facility. Nowadays | Western, Nairobi and Eastern Provinces. 


gs on my own. We started | 


, hy 
ogy 


income generating activities and | chose to start a 
tree nursery. | also sell fruits and vegetables. | do not 
always need to go to hospital because | get advise 
and counselling within my support group right here 
in the village. Having this constant support and 
interaction with other members helps me to adhere 


to my treatment.’ 


Zingatia Maisha means ‘carefully consider life’ in 
Swahili, a rallying call to People Living with HIV and 
the community at large to be consciously involved 
in treatment, adherence and support. Started in 
2006, and financially sponsored by GlaxoSmithKline’s 
Positive Action programme, the project aims to 
improve the quality of life of People Living with HIV 
in Kenya by reducing AIDS morbidity and mortality. 
It aims to do this by increasing the capacity of 
Comprehensive Care Centres in health facilities to 
effective care and treatment; building the 


provide 


technical and organisational capacities of PLHIV 


support groups and networks to improve care and 
treatment; and creating effective linkages between 
health facilities and community support groups. The 


project is currently being implemented in Kenya's 
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Building Capacity 
for Stronger 
Communities 


AMREF would like to see a scenario where communities anc 
informal health systems work together within the formal healtt 
system as partners, with each bringing its corporate strength tc 


health care. 


This can only be successful if formal health systems change their 
perspective of communities and their role in health planning 
and delivery. They must for instance begin to plan for health 
services using community data, rather than relying only on 
information collected by the health systems themselves. They 
must recognise that primary health care begins with people 
— with families and communities — not with ministries of health, 
and that it is as much about promoting health and preventing 


disease as it is about treatment. 


For health to be effective, it needs to be created at the household 
level, with the health systems repairing only the small percentage 
that requires institutionally based treatment. 


At the same time, it is important to build the capacities of 
communities so that they can become true partners and begin to 
realise the power that they have, the resources available to them 


nd their ability to influence policy and practice. By working in 
rganised frameworks with strong networks and Partnerships 
ith the public sector, other community organisations, the 
rivate and other informal sectors, communities can become 
ronger. This way, they can also work towards eliminating those 
arriers that prevent them from maximising their potential, such 
$ gender inequality, social exclusion and Marginalisation. 


eople are an important resource within a health system in 
hich they are an integral part, rather than Passive recipients 
f health systems. We need to look at aspects of intersectional 
ollaboration between the different sectors in the community, 
icluding education, agriculture and health, and how they 
an all work together to create a comprehensive package that 
nables people to participate by building their capacity to do 
>. 

tthe same time, we must recognise the need to use information 
achnology for service delivery, for community education, 
nd for planning, information and management both at the 
oOmmunity level as well as in the formal system. 


-Q2| Case Study 
Giving Meaning to 
Life 


Florence Gundo 


Florence Gundo is the Coordinator and Founder of Orongo 
Widows and Orphans Group in Kisumu, Western Kenya. “We 
started off as a prayer group for five widows in 1996. By 1999, we 
had 82 members. Many of them sold local brews for a living, and 
they and their children were always drunk, making it easy to 
spread HIV. Many had lost hope. We registered our organisation 
so that we could look for alternative ways of raising money to 
support ourselves and our children, and to take care of the many 
orphans in our community. 


To make money, some members wove mats and baskets, while 
others moulded pots. We learnt how to make lollipops, aloe vera 
soap and body lotion. We kept 10 per cent of all profits in the 
group account, while members took the rest home to cater for 
the children in their care. Then in 2005, we received a grant from 
AMREF. We started a feeding programme for orphans because 
the numbers had increased and we were not able to take them 
all into our homes. 


We also feed people who are ill with AIDS but have no food. 
Our members were trained on home-based care and how to 
look after orphans. We learnt how to speak in public, so that we 
could talk to the people in our community as well as health care 
providers about important issues. The first time we arranged a 
counselling and testing day, 120 people were tested. Seventy of 
them tested positive for HIV, and we referred them to the district 
hospital for treatment. We have started gardens for medicinal 


erbs, which we sell and also give to people in the 


ommunity to treat infections like rashes, diarrhoea 
ind malaria. We keep records of all the people we 
are for and what we treat them for, and pass this 
nformation to AMREF and the Ministry of Health.” 


ane Akinyi Ouma, a 26-year-old widow, is a member 
Mf the group. “I fell very ill in 2006. Madam Florence 
sunNdo and Carolyne Okeyo of Orongo Women’s 
3roup came to my house and took me to Nyanza 
seneral Hospital. | was tested for HIV, and the result 
vas positive. | felt so helpless. But Carol encouraged 
ne. She told me that HIV was not a death sentence, 
ind that | could go on with my life if | took care of 
nyself. Carol stayed with me for the two weeks | was 
n the hospital. She brought me food, took me to the 
yathroom and even washed my clothes. She made 


jure | took my medicine. 


Then when | was discharged, Florence cleared all the 
\ospital bills. | understand this money came from 
\MREF. At home, they gave me maize flour, rice, 
eans and Uji (porridge) flour. My husband died in 
1007. My in-laws kicked me out of home but allowed 
ne back after Florence intervened. | have now joined 


he Orongo Group. | sell fish and vegetables. | have | 


regained my strength and | can now go to the garden 
and carry a big container of water. | am very grateful 
to Carol and Florence and AMREF”’ 


Through its ‘Maanisha’ programme, AMREF works 
with a variety of community groups, such as Orongo 
Widows and Orphans Group, in Kenya's Western 
and Nyanza provinces. ‘Maanisha’ is Swahili for ‘give 
meaning to. AMREF strengthens the organisations 
through training to ensure that they are effective in 
reducing HIV infections and caring for people who are 
infected and affected. Some are involved in activities 
to prevent the spread of HIV, while others seek to 
improve the quality of life of people infected and 
affected by HIV and AIDS. Maanisha links community 
organisations with government structures, mainly 
the Ministry of Health and the National AIDS Control 
Council (NACC). Members of the groups refer sick 
patients to government facilities for treatment and 
file reports with local NACC officials, feeding data into 


the national health information system. 
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Research to Improve 
the Policy and 
Practice of Health 


AMREF believes that it is critical to take a holistic perspective in 
the development of interventions so that they address the needs 
of the people satisfactorily. As we strengthen communities and 
formal health systems to work together as partners, we also 
realise that there is a lot that we do not know yet, and must be 


prepared to learn as we implement. 


Research must therefore be part and parcel of everything that 
we do. We should not carry out research for the sake of it, but for 
informing action as well as policy so that the interventions that 
communities and formal health systems put in place are based 
on evidence, and are therefore responsive to the needs of both 
the health system and the communities within. 


In Africa, for example, there is a great deal of pressure on girls to 
have sex with older men — for economic reasons as a result of 
poverty, or for cultural reasons in communities where women 
are expected to marry young. In such cases, awareness of HIV 
and AIDS does not necessarily result in behavioural change. 
Knowledge alone is not sufficient if we do not consider the 
context in which people live. Ifinterventions are to be successful, 
we must be sensitive to the cultural, social and economic 


Avironments in which the people live, and invest in research to 
nd effective models for improving health in those communities. 
/e must research into the circumstances that stop people from 
sing health facilities, or from using knowledge that they have 
) improve their health. 


fe must find the best ways of engaging people in health 
elivery, of using community knowledge and resources to 
nprove health care, and of ensuring that formal health systems 
fe responsive to the needs of the communities. 


03] Case Study 
For the Good of the 
Young 


Dada Jasy 


MEMA kwa Vijana — Swahili for ‘Good Things for Young People’ 
— is an Adolescent Sexual and Reproductive Health project 
supported by AMREF in Tanzania’s Mwanza Region. MEMA kwa 
Vijana has been piloting community activities to compliment 
the efforts of schools and health facilities in providing ASRH 
information and youth-friendly services to young people. The 
trial phase ended in 2002, after which AMREF provided technical 
assistance to scale up the activities in four districts - Kwimbi, 
Misungwi, Sengerema and Geita - in partnership with the 
Tanzanian National Institute for Medical Research, the Liverpool 
School of Tropical Medicine, the UK Medical Research Council 
and London School of Hygiene and Tropical Medicine. Activities 
included training of youth, parents, teachers, health providers 
and community leaders. 


One of the Mema kwa Vijana’s research findings was that 
exposing young people to well designed information about sex 
and sexuality does not increase their risk to HIV infection. The 
project included a strong component of research, and some of 
the lessons learnt included: 


- It is more effective to involve both adults and young people 
in implementing adolescent sexual and reproductive health 
activities, rather than just targeting youth alone; 


- It is important to involve religious and other opinion leaders in 
mobilising community support for such a project; 


ASRH activities are not considered a priority need, 
nd soit may be necessary to combine ASRH initiatives 
ith activities that produce tangible benefits such as 
ater and sanitation and income-generating projects, 
» get community buy-in. 


efore training, parents said they felt inadequate to 
deak to their children about sex-related issues. They 
elieved that giving them information would provoke 
vem into early sexual practices. But the training 
lade them realise that they are the most important 
durce of reliable information for their children, and 
Jat it was important to talk to them before it was too 
ite. 


used to find it very hard to discuss issues to do 
‘ith sex with my children. | thought it was not my 
sponsibility. After the training | gathered courage. 
ow | talk freely to my children; | am not shy. | 
Nswer all their questions. If all parents were open to 
1eir children, families would be able to prevent all 
roblems associated with sexuality and HIV. Parents 
ave a great opportunity to inform children on their 
*xuality,” one parent said during a Mema kwa Vijana 


(Pr 


roup discussion. 


} he 


Liberantha Makoye, 19, is a student at Nyantelela 
Secondary School. “I have been studying MEMA kwa 
Vijana subject since 2000, when | was in Standard 


Five. In the year 2003, | joined Katunguru Secondary 
School. My brother passed his examinations too that 
year and was selected to join a secondary school in 
Bagamoyo. Since he is a boy, my parents decided 
to send him to school while | was forced to stay at 
home. They said they could not afford to pay fees for 
both of us. In 2004, | joined St Joseph’s Secondary 
School in Mwanza. Unfortunately in the same year, 
my brother fell ill. | was again forced to drop out of 
school so that my parents could pay for his treatment. 
| stayed at home until this year when | was able to go 
back to school. Now | am in Form Two at Nyantelela 


Secondary School. 


MEMA kwa Vijana has really helped me to avoid being 
involved in sexual relationships or to have unsafe sex, 
particularly when | was at home, where | received 
many advances from boys and men. Through Mema, 
we were taught that before accepting anyone as a 
boyfriend both of you must undergo counselling 
and testing for HIV and you will accept him only if he 
is negative. In my present school, | feel like am very 


special and different because many students do not 
know much about sex and relationships. Some do 
not even know that having sex just once can leave 
one pregnant or infected with sexually transmitted 
diseases or even HIV. As a result many of my school 
mates have got pregnant and been expelled from 
school. | even advised my younger sister who was 
easily cheated by boys, so now she knows the 
consequences of being involved in sex and how to 
handle pressure from boys and friends. My opinion 
is that teaching of this subject should begin in 
Standard Four. Nowadays many youth are sexually 


active, even in standard four’ 


Jasintha Mwangwa is a nurse midwife at Jojiro 
dispensary in Kwimba District, Mwanza. She is 
popularly known as ‘Sister Jasy’ by the youth in 
Jojiro. Jasintha, 38, was trained on delivery of youth- 


friendly services under the MEMA project in 2005. 
Young people in Jojiro are happy that they can easily 
access information and services from the dispensary. 
"Sister Jasy is very approachable. She always helps 
me to decide what service | can use, and | know she 
will not tell anybody what we discussed,’ says a 16- 


year-old client. 


Says Jacinta: “The training has changed my attitude 
not only in serving the youth but even other groups 
of clients. | used to think that there was no need 
to waste time on the youth while their fathers and 
mothers were waiting. | encouraged the youth to 
come with their parents because | didn’t believe 
they could express themselves well enough. | didn’t 
pay much attention to them. Now | have leant a 
lot from them by listening and ensuring privacy 
and confidentiality. The number of attendees is 
increasing and | am receiving youth from other 


communities.” 


In everything that we do, the people 
come first. 
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